including TTM, SPD, nail, cheek, and lip biting tics have been grouped under "unspecified obsessive-compulsive and related disorders."
The labelling of the tic disorder by the author as "more of a habit with often no anxiety prior to the fingernail manipulation" [1] lacks backing of evidence. In the previous cases of habit tic nail deformity reported in adults as well as the report of the 7-year-old child referred by the author [1] , significant psychological comorbidity in the form of anxiety and/or depression were present, with administration of fluoxetine for a few months reported necessary to achieve remission in 1 of the cases [4, 5] .
The author further states that habit tic nail deformity is "less often" associated with psychiatric comorbidities such as OCD, giving reference from a review article on nail tic disorders co-authored by the author herself [6] , with apparently no counter reference or evidence to back it. Recent studies have suggested that up to 25% of all patients seen in outpatient dermatology practice harbor underlying obsessive compulsiveness, of which only 20% are on proper psychiatric treatment [3] . In fact, childhood and adolescent OCD most frequently manifest as TTM, onychotillomania, and onychophagia [7] . BFRB are frequent in individuals with OCD and predict a worse course for the OCD [8] .
We believe that this case warranted a detailed history and examination of the child for other BFRB such as TTM and SPD, and ruling out OCD, as they are known to frequently co-occur [3, 7, 8] . The statement "the child did not display any aberrant social behaviour due to anxiety" [1] , based on the assessment of a dermatologist alone (the author) unfortunately sounds jejune. Secondly, subtle anxiety and depression cannot be assessed by simple conversation, especially in a child. Anxiety and depression are among the most common mental disorders during childhood and adolescence, and instruments such as the Revised Child Anxiety and Depression Scale [9] administered by a professional (child psychologist or psychiatrist) are the only way of detecting the underlying psychological morbidities.
The concept of insight and patient's agreement with feeling anxious or depressed (especially in a child) should not be forsaken until a specialist's evaluation. The nail lesions of the habit tic nail disorder represent the clinical manifestation of an underlying psychopathology that lies on the spectrum of repetitive pattern with a varying cluster of phenomenology ranging from impulse control to obsession. The "insight" that was apparently present in this particular case is not very commonly encountered [3, 10, 11] . In the exhaustive coverage on autoaggressive nail disorders, Dr. Eckart Haneke shared that many patients with nail tic deformity did not believe that this was self-inflicted, and some apparently even felt insulted by the question [12] .
After the above discussion, we need not overemphasize the critical role of a pediatric clinical psychologist and/or psychiatrist in the concerted multidisciplinary approach to the management of a childhood tic disorder. While the overall prevalence of all tic disDear Editor,
The case report titled "Habit tic deformity of bilateral thumb and toenails in a young boy: an unusual occurrence" by Singal [1] published in a recent issue of the Skin Appendage Disorders Journal was indeed thought provoking. We must congratulate the author for having recognized an otherwise difficult-to-diagnose nail disorder and sharing it with the fraternity. However, we wish to comment on certain crucial aspects of the management of the case.
Notwithstanding the uniqueness of the case report owing to hitherto unreported involvement of bilateral thumb as well as toe nails, the semantic and conceptual understanding of "habit tic" deformity merits clarification. The esteemed author herself mentions that habit tic deformity is a form of nail dystrophy classified under the broad umbrella term of nail tic disorders that result from habitual self-infliction of external trauma to the nail matrix [1] . In our humble opinion, irrespective of the morphological outcome, the psychopathology underlying any tic disorder deserves deeper consideration owing to its direct bearing on the optimal management of the patient.
The spectrum of tic disorders including hair pulling or trichotillomania (TTM), skin picking disorder (SPD), and nail biting is a manifestation of body-focused repetitive behaviors (BFRB) that are destructive and nonfunctional habits with the potential to cause significant distress [2] . Even the case report mentions that the child often felt embarrassed because of nail lesions.
In the recent transition of the classification of mental disorders from the Diagnostic Statistic Manual of Mental Disorders (DSM) ed 4 to DSM-5, obsessive compulsive disorder (OCD) has been shifted from its previous category of anxiety disorders to a new category of its own, "obsessive-compulsive and related disorders." The main driving force for this change was the recognition that anxiety did not provoke the compulsive behaviors; rather prevention or restraint from performing the acts or rituals was the source of anxiety. Therefore, anxiety is now seen as a secondary rather than a primary phenomenon [3] . orders, including transient tic disorders (i.e., tics appearing before the age 18 years and being present for < 1 year), in the pediatric population is around 3%, OCD is known to affect up to 2.3% the children and adolescents. [10] . Children and adolescents with OCD often lack insight into the irrationality of their actions and typically first try to ignore, suppress, or deny obsessive thoughts and may not report the symptoms as ego-dystonic or senseless. Poor insight in children mitigates the benefits of cognitive-behavioral therapy and has been reported to portend an overall bad prognosis [10] . It is equally important to recognize age-dependent normative compulsive behaviors of childhood and not confuse them with childhood OCD. The intervention of specialists of mental health disorders working in tandem with the dermatologist is not only imperative for a thorough in-depth evaluation of the child for psychological comorbidities but also for planning and administering sessions of nonpharmacological interventions such as behavioral therapy, cognitive-behavioral therapy, habit reversal therapy, and, if required, pharmacological treatment with selective serotonin reuptake inhibitors [3, 7, 10, 11] .
Last but not the least, it is true that reports have expectedly not shown any benefit of antifungal creams over the deformed nails associated with habit tic deformity. However, toe nails that have been under a constant state of trauma for at least 1 year are likely to acquire secondary dermatophytic and/or candidal superinfection. Onychomycosis should at least have been ruled out with a nail clipping for 10% KOH smear, Periodic acid Schiff staining, and fungal culture and therapeutically managed if detected.
In conclusion, factitious disorders of the nail, despite being common, are misdiagnosed owing to the inadequate exposure of dermatology fraternity to such vivid presentations, but also due to an unconscious fear of the dermatologist to make a diagnosis that would need a psychological or psychiatric referral and therapy. Dr. Haneke [12] has further observed that most patients are not frankly psychotic at their maiden dermatological consultation and tend to argue to show that they are not psychiatrically ill. Nonetheless, as the first-contact health professional for many of such patients, accurate identification of these nail tic disorders and knowledge about their optimal management becomes imperative for all dermatologists.
Disclosure Statement

